Case Report
caSe repOrt
In July 2014, a 55-year-old woman came to gastroenterology outpatient department of our hospital with low-grade, continuous fever with evening rise for 2 months. Along with fever, she also complained of anorexia, occasional night sweats and weight loss. Her physician prescribed tablet paracetamol which resolved the fever although the constitutional symptoms continued. In addition, she had noticed a swelling in the epigastric region, which progressively increased in size over a few months. The swelling was painless at the onset; however, after 5 days of onset, she complained of throbbing pain. She denied history of cough, chest pain, bony pain, diarrhoea, constipation, dysuria, haematuria, redness of eyes, joint pain, hair loss and skin rashes. She had no remarkable medical history. Local examination revealed soft, fluctuating mass of around 2 cm × 2 cm in size located in epigastrium. There was no spontaneous discharge from the site and there was no lymphadenopathy. Rest of physical and systemic examination was normal. Laboratory data revealed a total leucocyte count of 11830/mm 3 , with 80% polymorphonuclear leucocytes with erythrocyte sedimentation rate of 120 mm/hr. Serologic tests for HIV-1 and 2, HBV, HCV, syphilis, Epstein-Barr virus, cytomegalovirus, Mycoplasma pneumonia and Salmonella typhi were negative. Ultrasonography (USG) of the abdomen revealed abdominal wall collection with liquefaction and organised left lobe lesion with no evidence of liquefaction. Contrast-enhanced computed tomography (CECT) scans of the abdomen revealed multiple ill-defined heterogeneously enhancing conglomerated lesion of size 7.5 × 3 × 7.5 in the left lobe with extension into the left subhepatic region and anterior abdominal wall collection measuring 2.3 cm × To the best of our knowledge, this is the first case of multifocal hepatic abscesses in a young immunocompetent adult from India, which was successfully treated with hepatectomy and short course of oral antibiotic regimen. Publishing further such case reports will provide more clarity regarding the clinical significance of the disease, including associated risk factors and appropriate treatment.
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10.4103/ijmm.IJMM_19_4 2.1 cm × 2.9 cm [ Figure 1 ]. Non-infectious condition such as Hodgkin's and non-Hodgkin's lymphoma and acute leukaemia may all show the similar radiological features, but when the patient was investigated and examined carefully, the liver abscess should be considered first in differential diagnosis. Subsequently, insicion and drainage of subcutaneous/ abdominal collection was done and drained pus was collected and sent for microbiological investigations. Initially, till the laboratory results were awaited, she was prescribed empirical treatment with oral ciprofloxacin 500 mg 12 h and oral metronidazole 500 mg 8 h for 14 days. Blood culture obtained on this occasion was found to be sterile. Pus culture of bacteria and fungi were negative. Ziehl-Neelsen (ZN) stain did not demonstrate acid-fast bacilli (AFB), and GeneXpert was negative for Mycobacterium tuberculosis. Fine-needle aspiration from liver lesion showed abundant necrosis with epithelioid granuloma, and ZN stain was negative. She was started on weight-based antituberculosis drugs HRZE (rifampicin, isoniazid, ethambutol and pyrazinamide) on clinical suspicion. After initiation of antituberculous treatment (ATT), she gained weight, and fever resolved. Ultrasound revealed an abscess which had decreased in size as compared to previous imaging, and thus, she was advised to continue on ATT for the next 4 months, then ATT was stopped. She again presented after a month with above complaints. CECT was repeated, and repeat biopsy from liver lesion showed loss of normal lobular architecture and extensive fibrosis with fibrous septa infiltrated by lymphocyte, plasma cell, eosinophils and polymorphs along with interface hepatitis. There was large necrotising epithelioid cell granuloma with lymphocyte cuffing with stain for AFB was negative and there was no evidence of fungal profile. She was restarted on ATT, stopped self and did not follow-up. Thereafter, she presented in April 2017, with pus discharge from epigastric sinus. Magnetic resonance imaging was done and revealed multiple T2-hyperintense lesions in the left lobe of liver with one ring-enhancing lesion in segment VIII of liver with linear-enhancing tract involving anterior abdominal wall with intra-abdominal extension in greater omentum adjacent to the left lobe lesion.
She underwent left hepatectomy with wedge resection of segment VIII lesion with sinus tract excision on 1 st July, 2017. Histopathology of hepatectomy specimen showed multiple necrotising areas with palisading histiocytes at periphery with few multinucleate giant cells; they were surrounded by thick fibrous bands with moderate-to-dense chronic inflammatory infiltrate including a few eosinophils, stain for AFB was negative, periodic acid-Schiff and silver methenamine stain did not reveal any parasite cyst, and Warthin-Starry stain showed a few silver-impregnated organism within histiocytes, and possibility of CSD was kept [ Figure 2 ]. Immunofluorescence assay for Bartonella was also done. Her B. henselae titres were immunoglobulin G (IgG) >1:64 and IgM negative. On retrospect, in the family, pets were there (cat), and cat disappeared from the house a few months before the patient got sick. The patient was treated with azithromycin for 3 weeks. Currently, the patient is asymptomatic and doing well.
diScuSSiOn
B. henselae infection often goes unrecognised due to non-specific signs and symptoms, and the disease is usually self-limiting; therefore, it presents challenging scenarios to the clinicians. The clinical spectrum is mainly determined by immune status of the patient. In 85-90% of patients presented with regional lymphadenopathy, localized cutaneous lesion, with or without fever. [3] Atypical form of Bartonellosis is seen in 5%-14% of cases, and almost any organ can be involved.
There is no definitive test for diagnosis of this disease. It is suggested that at least three criteria should be present to establish the diagnosis: (i) contact with cat or flea; cutaneous lesion at the site of inoculation, (ii) polymerase chain reaction positive for Bartonella; negative serology for other causes of lymphadenopathy, (iii) serology positive for B. henselae with IgG titre ≥1:64 and (iv) granulomatous inflammation on biopsy. [4, 5] Till date, there are only ten reports of liver abscess caused by B. henselae [ Table 2 ].
In our case, fever and epigastric swelling were presenting complaints; however, its presentation varies. [6] These hepatic lesions are difficult to demonstrate on imaging because of their varying characteristics: sometimes -homogenous/hypodense and other times -heterogeneous/blurred. The USG has sensitivity of 83%-87% as compared to 94%-100% CECT for small hepatic lesions. Therefore, both imaging examinations are required depending on cases. [7] In our case also, first imaging performed was USG followed by CECT revealing multiple heterogeneous hepatic lesions consistent with diagnosis of microabscess. The pathological examination showed necrotising granulomatous lesions like other cases reported in literature. [8, 9] We could not determine the source of B. henselae in our cases; however, our patient gave a history of exposure to cat before the onset of fever, which led us to consider the hypothesis of B. henselae infection. The management of such case requires a multidisciplinary approach that includes radiological evaluation, microbiological, pathological and medical interventions.
The treatment of this disease is still empirical, and the database of existing clinical studies is very limited. The optimum duration of the antibiotic treatment for these patients has not been determined yet and is guided by the clinical response of each patient. In cases of isolated liver abscess that has been reported to date in literature, hepatectomy was performed in three out of ten cases. In our case, we performed curative hepatectomy, and course of antibiotics was given.
In conclusion, this report is a reminder to clinicians that when multiple hepatic lesions are found in patients with constitutional symptoms suggesting an infectious illness, B. henselae should be included in the differential diagnosis. To the best of our knowledge, this is the first case of multifocal hepatic abscesses in a young immunocompetent adult from India, which was successfully treated with hepatectomy and short course of oral antibiotic regimen. Publishing further such case reports will provide more clarity regarding the clinical significance of the disease, including associated risk factors and appropriate treatment.
Declaration of patient consent
The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.
referenceS
